Objective: This study addresses several issues concerningpatients' and therapists' perceptions ofkey therapy process variables. This includes examining whether patients and therapists differ in their perceptions ofthe therapeutic alliance and therapist technique, what the relation is between perceptions ofthe alliance and technique, and whether these perceptions are predictive oftreatment outcome.
The therapeutic alliance and therapist technique are frequently explored process variables. Several definitions of the alliance exist (3) . Although it is sometimes divided into subtypes (4) , it generally refersto the collaborative working relationship between the patient and the therapist. The alliance represents a maj or component ofnearly all psychotherapy approaches. It is well known that the alliance is a consistent predictor of therapy outcome (5, 6) . Less well known is whether patients and therapists share similar views of the alliance.
In contrast to the therapeutic alliance, which is a general factor, therapist technique is a specific factor that refers to the strategies and behavioural interventions made by the therapist. Descriptions of therapist technique have been provided most often by external observers. Clinical investigators have argued that it is difficult for patients and therapists to monitor the nature of the therapist's technical behaviour accurately because oftheir personal involvement. This view has resulted in a neglect of the participant's perceptions of the therapist's behaviour.
Knowing how patients and therapists perceive the therapy process is important. The strategies and approaches that therapists use in treatment may depend not only on awareness oftheir own behaviour and ofthe quality ofthe therapeutic relationship, but also on an understanding of the patients' perceptions of these same variables. As Luborsky argues, "the attention ofthe therapist must be on the technique as it is experienced by the patient" (7, p 72) . Most studies that have examined the therapeutic process have addressed either the alliance (8) or therapist technique (9) , but not both. Of the studies that have investigated both (10) , very few have assessed the therapy participants' perceptions of both of these factors.
This study examined the patients' and therapists' perceptions of the alliance. It also examined the patients', therapists', and external observers' perceptions of technique. These perceptions of the therapy process were provided in a comparative trial of 2 forms of short-term psychotherapy (11). The comparative trial investigated the efficacy ofinterpretive and supportive forms of short-term individual psychotherapy. Patients in both forms of therapy improved, but they did not differ from each other on outcome.
This study explores whether patients and therapists differed in their perceptions of the alliance and technique within each form of therapy and whether these perceptions differed between the 2 forms of therapy. With regard to technique, we also examined whether patients' and therapists' perceptions differed from the perceptions ofthe external observers. In addition, we were interested in exploring the relation between the participants' alliance and technique perceptions and whether these perceptions of the alliance or technique were predictive of treatment outcome.
Method

Setting and Procedure
A detailed description of the design and methodology of our comparative investigation is provided by Piper and others (11) . Patients in the comparative trial were randomly assigned to either the interpretive or supportive form of shortterm individual psychotherapy. Seventy-two patients completed interpretive therapy. There were also 72 completers in the supportive therapy condition. This paper is based on this sample of 144 therapy completers.
Patients
Diagnoses were made according to the DSM-III-R (12) . Axis I diagnoses were identified by the computer-administered Mini-Structured Clinical Interview for DSM-III-R (Mini-SCID) (13) and validated by an independent clinical diagnosis assigned jointly by the intake assessor and a staffpsychiatrist, both of whom saw the patient on the day of intake. Axis II diagnoses were determined by the computer-administered Structured Clinical Interview for DSM-III-R Personality Questionnaire (SCID-II PQ) and Auto-Structured Clinical Interview for DSM-III-R (Auto-SCID-II) (14) . Nearly threequarters (73%) of the patients received an Axis I diagnosis. The most frequent disorders were major depression (49%) and dysthymia (26%). A total of60% of the patients received an Axis II diagnosis. The most frequent Axis II disorders were avoidant (29%), obsessive-compulsive (24%), borderline (22%), and paranoid (22%). Slightly less than one-half (47%) of the patients received both Axis I and Axis II diagnoses.
The average age of the patients was 34.3 years (SD 9.6, range 18-62). Sixty-one percent were women. Slightly less than one-half were living with a partner. Most patients were educated beyond high school and employed. The racial composition was predominantly white (94%). Many (76%) of the patients reported receiving previous psychiatric treatment, but few (8%) had a history of psychiatric hospitalization.
Therapists
There were 8 therapists (3 psychologists, 2 social workers, 2 occupational therapists, and 1psychiatrist). Seven were white and one was East Indian. Five were women. The therapists' average age was 43.6 years (SD 6.1, range 37-52), and their average experience practising individual psychotherapy was 11.8 years (SD 4.9, range [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] . Each therapist treated 9 interpretive therapy patients and 9 supportive therapy patients.
Therapies
Each patient received either interpretive therapy or supportive therapy. In interpretive therapy, the primary objective is to enhance the patient's insight about the repetitive conflicts (intrapsychic and interpersonal) and trauma that underlie and sustain the patient's problems. The therapist encourages the patient to explore uncomfortable emotions and withholds immediate praise and gratification. The therapist is active, interpretive, and transference-focused. In supportive therapy, the primary objective is to improve the patient's immediate adaptation to his or her life situation. The therapist attempts to minimize anxiety and regression in the session and provides praise and gratification. The therapist is active, noninterpretive, and other-focused (that is, focused on the patient's current external relationships). The patient was scheduled for weekly 50-minute sessions at a regular, prearranged time for 20 weeks. The therapists followed a 2-part technical manual. Therapist adherence to the treatment manual was monitored, and it was found that therapists clearly adhered to the technical guidelines described in the treatment manual.
Measures
Therapeutic Alliance. Therapeutic alliance was defined as the working relationship between the patient and the therapist. It was assessed by soliciting brief ratings by the patient and by the therapist after each session. The patient and therapist each rated 6 items on a 7-point Likert-type scale that ranged from "very little" to "very much." The items focused on whether the patient 1) had talked about private important material, 2) felt understood by the therapist, 3) understood and worked with what the therapist said, and 4) felt that the session enhanced understanding. The remaining 2 items focused on 5) whether the therapist was helpful and 6) whether the therapist and patient worked well together. An overall alliance score was derived by calculating the average ofthe 6 items. Thus, 2
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Therapist Technique. Technique was assessed by the therapy participants using the Perception of Technique Scale (PTS) (unpublished manuscript). The scale is shown in Table 1 . Both the therapist-rated version (PTS-T) and the patient-rated version (PTS-P) were used. The PTS is a brief 8-item rating scale that measures the therapist's and the patient's perception of the technical approach the therapist used during the therapy session. The items reflect key features ofinterpretive and supportive forms oftherapy. Five items represent supportive features (items 1,3,5,7, and 8) and 3 items represent interpretive features (items 2, 4, and 6). Two subscales, representing the average amount of emphasis on interpretive and supportive features, are derived from the scale. After each therapy session, the therapist and patient independently rated, for each item, the degree to which the therapist attempted to provide these key features. Ratings were made on a 5-point Likert-type scale ranging from 0 = "no emphasis" to 4 = "major emphasis."
Technique was also assessed by external observers using the Interpretive and Supportive Technique Scale (ISTS) (15) . The ISTS consists of 14 items that cover a set of interpretive (7 items) and supportive (7 items) technical features that characterize differences among dynamic psychotherapies. These 14 items included the content represented in the 8 PTS items, as well as 6 items with additional content. External observers rated each item on exactly the same 5-point Likerttype scale as the PTS (that is, 0-4) after listening to the entire session. Two subscale scores (interpretive and supportive) and 1 full-scale score are derived from the ISTS. Rater reliability for each has been high.
Outcome
A comprehensive set of outcome measures was used in the comparative trial. Patients and external assessors were used as sources for outcome ratings. The battery included 9 measures (questionnaire or interview) that covered 13 variables in the areas of interpersonal distress and functioning, psychiatric symptomatology, self-esteem, life satisfaction, and use of defences. The variables were measured at pretherapy and posttherapy, which permitted the calculation ofresidual gain scores. A principal components analysis reduced the large number ofoutcome variables to a smaller set on factors. Factor I represented "general symptomatology and dysfunction." Factor II represented "social-sexual maladjustment." Factor III represented "nonuse of mature defenses and family pathology." For all 3 factors, higher scores representgreaterpathology. Further details about the factor analytic procedure and the variable composition ofthe factors are reported elsewhere (15) .
Results
Perceptions ofthe Alliance
Each patient's ratings and each therapist's ratings ofthe alliance were averaged across the 20 therapy sessions. Then, using paired-samples t-tests, comparisons were made between the levels of the patients' and the therapists' ratings for each form of therapy ( Table 2 ). For each form of therapy, the patients' ratings of the alliance were significantly higher than were the therapists' ratings. That is, the strength of the alliance was rated as more favourable from the patients' viewpoint. The correlations between the patients' and the therapists' alliance ratings in interpretive therapy (r[69] = 0.36, P = 0.00) and in supportive therapy (r[69] = 0.25, P = 0.04) were significant, but not high. We also compared the 2 forms of therapy on the patients' ratings of alliance and then on the therapists' ratings of alliance. There were no significant differences between the 2 forms oftherapy for patients or therapists.
Perceptions ofTechnique
Each patient's ratings and each therapist's ratings ofperception of technique were also averaged across the 20 therapy sessions. External observers' perceptions of technique were averaged across 9 therapy sessions. Comparisons were made between the levels of the patients', therapists', and external (Table 3 ). Each indicated that the therapists placed greater emphasis on the intended features of therapy, that is, interpretive features in interpretive therapy and supportive features in supportive therapy. According to each, the 2 forms of treatment were clearly different. Finally, we correlated the patients' ratings, the therapists' ratings' and the external observers' ratings for each of the interpretive and supportive subscales for each form of therapy. The therapists' and the external observers' ratings for the interpretive subscale were significantly related in interpretive therapy (r[70] = 0.64, P = 0.00) and in supportive therapy (r[70] = 0.37, P = 0.00). No other significant results were found.
Relation Between Alliance and Technique
The relationship between the patients' perceptions ofthe alliance and the patients' perceptions of technique were examined for each form of therapy. In interpretive therapy, there were significant direct relationships between patient-rated alliance and both the interpretive subscale (r[68] = 0.54, P = 0.00) and the supportive subscale (r[69] = 0.29, P = 0.01) of the PTS-P. The difference between the 2 correlations was significant (t[68] = 2.55, P = 0.02). In supportive therapy, there were no significant correlations.
The relationship between the therapists' perceptions ofthe alliance and the therapists' perceptions of technique were also examined for each form of therapy. In interpretive therapy, the therapist-rated alliance was directly related to the interpretive subscale (r[70] = 0.30, P = 0.01) but inversely related to the supportive subscale (r[70] = -0 .27, P = 0.02). The difference between the 2 correlations was significant (t[69] = 3.42, P = 0.00). From the therapist's viewpoint, greater emphasis on interpretive features and less emphasis on supportive features was associated with a stronger alliance. In supportive therapy, no significant relationships were found.
Relation Between Alliance and Outcome
In interpretive therapy, patient-rated alliance was significantly related to favourable outcome in the area of defensive style and family functioning (r[66] =-0.24, P=0.05). In supportive therapy, patient-rated alliance was related to favourable outcome in the area of general symptoms (r[68] = -0.37, P = 0.00). Therapist-rated alliance was not found to be significantly associated with outcome for either form oftherapy.
Relation Between Technique and Outcome
In interpretive therapy, patient ratings on the interpretive subscale (r[64] = 0.34, P = 0.01) and the supportive subscale (r[64] = 0.29, P = 0.02) of the PTS-P were inversely observers' perceptions of technique. To make these comparisons, the external observers' ratings of the 7 interpretive items and the 7 supportive items of the ISTS were averaged. This produced mean emphasis ratings for both interpretive features and supportive features which were similar to those provided by the patients and therapists who used the PTS to rate therapist technique. These means are presented in Table  3 . Comparisons were made for each form of therapy using 1way analyses of variance and Scheffe's multiple comparison tests. In interpretive therapy, significant F-tests indicated differences among the 3 perspectives for the interpretive subscale (F 2 , 212 = 38.1, P = 0.00) and the supportive subscale (F 2 , 212 = 150.6, P = 0.00) scores. For the interpretive subscale score, Scheffe's post hoc tests revealed that patients (mean 2.62) and therapists (mean 2.71) did not differ significantly from each other, but each was significantly higher than the external observer (mean 2.01). For the supportive subscale score, therapists (mean 0.59) and external observers (mean 0.43) differed little from each other, but each was significantly lower than the patient (mean 1.82). Patients believed that the therapists provided greater attention to supportive features, in comparison to the therapists and the external observers, whose ratings were very low.
In supportive therapy, F-tests also indicated significant differences among the 3 perspectives for the interpretive subscale (F 2 , 212 = 357.6, P = 0.00) and the supportive subscale (F 2 , 212 = 6.4, P = 0.00) scores. For the interpretive subscale score, Scheffe's post hoc tests indicated that therapists (mean 0.47) and external observers (mean 0.34) differed little, but each was significantly lower than the patient (mean 2.24). Patients viewed the therapists as placing more emphasis on interpretive features, compared with the therapists and the external observers, whose ratings were very low. For the supportive subscale score, patients (mean 2.51) and therapists (mean 2.42) differed little in their perceptions of supportive emphasis, but each was significantly higher than the external observers (mean 2.21).
We also compared the 2 forms of therapy with regard to the patients', therapists' and external observers' perceptions of associated with favourable outcome in the area of socialsexual functioning. No other significant associations were found.
Discussion
The results revealed several differences in the patients' and the therapists' ratings of the therapeutic alliance and the therapists' technique in the 2 forms oftime-limited individual therapy that were studied. This is consistent with the fmdings of Mintz, Auerbach, Luborsky, and Johnson who found that patients', therapists', and external observers' views of the psychotherapy process varied widely (16) .
Perceptions ofthe Alliance
With regard to the alliance, patients tended to rate it as stronger than did the therapists. The findings, for each form of therapy, of higher ratings for patients compared with therapists is consistent with the fmdings ofBachelor (17) and with those of Piper, Boroto, Joyce, McCallum, and Azim in a previous study of interpretive therapy (18) . One possible reason for the higher patient scores is that the patients were in a more novel situation in therapy and had stronger emotional reactions to the patient-therapist relationship. By comparison, the therapists had many previous and current patient-therapist relationships to use as references for evaluating the present relationship with the patient. Accordingly, the therapists may have been more reserved or more conservative in their perceptions of the strength of the therapeutic relationship.
Perceptions of Technique
With regard to therapist technique, several studies have demonstrated that different forms of therapy can be effectively distinguished by external raters (15, 19, 20) . This was found in the present study. The present study also demonstrated that the patient and the therapist can also distinguish therapist technique in different forms of therapy. However, there were differences in how each did so. The therapists' ratings were more distinct in distinguishing the interpretive and supportive forms of therapy. The therapists saw themselves as moderately emphasizing the prescribed treatment features and very lightly emphasizing the nonprescribed features. This was similar to the external observers' perceptions oftechnique. In contrast, the patients rated a moderate emphasis on both types offeatures for both forms oftherapy. The more distinct differences reported by the therapists may have been the result of their unique role in the study. They not only attempted to fol-Iowa manual that emphasized technical differences between the 2 therapies, but they were also given regular feedback that informed them about the degree to which they were successful in achieving differential technique. By comparison, although the patients had been informed that there were 2 therapies in the study, they were not told which one they were receiving, they were not told how the 2 therapies differed technically, and they had no experience with the other therapy.
Relation Between Alliance and Technique
With regard to the relation between alliance and technique ratings, the findings for the patients and therapists also differed. In interpretive therapy, patient perceptions oftherapist emphasis on interpretive features and supportive features were each directly associated with patient-rated alliance. However, the association between interpretive features and alliance was considerably stronger. This finding may reflect a difference in how the 2 types of technique act as effective agents in building a strong alliance. Supportive features may be more influential in establishing the sense ofa positive bond between patient and therapist. Interpretive features may be more influential in establishing the sense of a collaborative working relationship between the 2 participants, which is what the alliance measure assessed.
The analogous relationships between alliance and technique ratings for the therapist were different. While the therapist's perception of emphasis on interpretive features was directly associated with therapist-rated alliance, the therapist's perception of emphasis on supportive features was inversely associated with alliance. The direct relationship can be understood in a way similar to that noted for the patients. The provision of interpretive features likely helps establish the sense of a collaborative working relationship. It is, of course, also possible that the perception of a collaborative working relationship encourages the provision ofinterpretive features. An explanation for the inverse relationship is more speculative. It is possible that the more the therapist perceived a weak alliance, the more he or she attempted to strengthen it through the use of supportive features.
Relation Between Alliance and Outcome
The relation between alliance and outcome also differed for patients and therapists. Our findings indicated a direct association between patient-rated alliance and favourable outcome for both forms of therapy. Therapist-rated alliance, however, was not found to be significantly related to outcome. This is consistent with Horvath and Symonds' conclusion from their metaanalysis of alliance fmdings that patient ratings ofthe alliance are more predictive ofoutcome than are therapist ratings (6) . Explanations ofthe positive effect of the alliance on outcome often refer to beneficial common factors such as being involved in a helping relationship, hearing a convincing rationale, and receiving positive feedback concerning progress, which are believed to increase morale, a sense of mastery, and positive expectations. Also, many of the outcome variables were provided by patient self-report. Thus, the influence of common method variance cannot be ruled out.
Relation Between Technique and Outcome
Patients and therapists also differed on how their perceptions oftechnique were related to outcome. In interpretive therapy, patient perceptions of emphasis on interpretive and supportive features were each associated with less favourable outcome on one of the outcome factors (social-sexual functioning). By comparison, therapist perceptions of technique were not significantly related to outcome. The external observers' perceptions of technique were also not significantly associated with outcome. The negative relation between the patients' perceptions of technique and favourable outcome is difficult to explain. A possible explanation is that increased technical activity reflected greater attention by the therapist to the patient's social-sexual difficulties. This may have heightened the patient's awareness of such problems and made the patient uncomfortable, which may in tum have led to reporting poorer outcome. This explanation is admittedly speculative. The findings more clearly and simply indicate how the prediction of treatment outcome can vary depending on whose perspective of technique is adopted.
Because comparisons among different perspectives have been reported infrequently, the current findings should be regarded as preliminary and replicated in new samples. Possible limitations include the repeated measurement of alliance and technique, which may have influenced the participants' evaluations. Moreover, the fmdings reported in this study involved averaged perceptions across therapy and do not take into account variation in the alliance and technique over the course of therapy. As in all correlational studies, additional variables may account for the observed findings.
Implications for clinical practice and training concern the importance ofattending to the quality ofthe therapeutic alliance and patient-therapist differences in perceptions of the alliance and technique. The therapist's perception of the quality of the alliance often influences the strategies and interventions he or she uses in therapy. However, it is quite possible that the patient's impression of the alliance is different and that a change in the therapist's behaviour may not have its intended effect. It may even lead to negative consequences. Therapists can be trained to be sensitive to the patient's perception of the alliance. If the patient's perception is that the alliance is weak, the therapist can be encouraged to use interventions that strengthen the alliance. Given that patients' perceptions of the alliance and technique seem to be better predictors oftreatment outcome than those ofthe therapists, it is important that therapists clearly understand the patients' perceptions of therapy.
The findings reported here contribute to an understanding of the extent to which therapy participants share views of the processes within therapy sessions, as well as to an understanding ofhow different factors ofthe therapy process are related to each other and to treatment outcome. The patient and the therapist cannot be expected to provide completely similar ratings of what transpires in therapy when the perceptions of each are influenced by their different roles in the process. This need not imply that either participant's viewpoint is invalid. Each has the potential to influence the other and the process ofchange. Patients, therapists, and external observers differ in their impressions oftherapy. Accordingly, researchers should include multiple perspectives in their studies.
Clinical Implications
• Prediction of treatment outcome can vary depending on whose perspective of the therapy process is used.
• Therapists need to be sensitive to the patient's perception of the alliance as well as to the patient's perceptions ofthe therapist's technical behaviour.
• Researchers should consider including multiple perspectives of the therapy process in their studies.
Limitations
• Repeated measurement of alliance and technique may have influenced the participants' evaluations.
• The study did not consider variation in the alliance or technique over the course of therapy.
• As in all correlational studies, additional variables may account for the observed findings. 
